A 56-year-old Sudanese male with hypertension for 15 years was admitted to Alzaytouna Specialist Hospital in Khartoum, Sudan in January 2014 with a history of acute paraplegia for 3 hours. He had severe lower thoracic pain radiating to the interscapular area. This was followed by complete weakness of the lower limbs. The weakness worsened rapidly with complete paralysis within 30 minutes. Examination revealed blood pressure of 90/65 mm Hg with pulse 80. He had flaccid paraplegia with a sensory level at T12. Lab investigations including complete blood count, renal profile, coagulation profile, and erythrocyte sedimentation rate were all normal. Urgent MRI of the dorsal region of the spine was normal. Magnetic resonance angiography followed (Figure 1) . Diffusion-weighted image (DWI) of the spinal cord revealed an abnormality (Figure 2) . We are reporting this case to document the occurrence of this rare problem and to emphasize the significant role of diffusion-weighted images in such situations. 
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Discussion
Neurologic sequelae of aortic dissection (AD) can occur in as many as 17-40% of the patients. 1 This can be explained by the fact that a detailed neurological exam is difficult to obtain in critically ill patients. It is even more misleading as patients can present with painless dissections in 5-15% of the cases.
1 Neurological symptoms of AD were classified into different groups including stroke or transient ischemic attacks, spinal cord ischemia (SCI), ischemic neuropathy, and hypoxic encephalopathy. Whereas SCI in patients with AD could be due to obstruction of the arteries supplying the spinal cord or due to general hypotension.
While DWI has been proven as the most sensitive modality for the diagnosis of acute cerebral ischemia, it shows the same potential in evaluating spinal cord infarctions as shown in previous case reports.
2-4 Magnetic resonance imaging could be normal in the first hours or days after spinal cord infarction. 5 This can delay any interventional therapy, which may be of much help to the patient especially when presenting acutely. However, in the first few hours conventional MRI could be normal in some patients as concluded by a few studies.
5
In our case, a conventional MRI of the patient who presented 6 hours after the onset of symptoms was normal. The sagittal T2 showed no clear abnormality of the cord. The DWI of the cord revealed an abnormal signal at the level of T12. Although T2 images can demonstrate findings of ischemia, they are non-specific and do not differentiate between acute and chronic lesions, and therefore they are considered unreliable. Few reports have compared between diffusion-weighted and T2 images of patients diagnosed with SCI and almost all cases demonstrate a better signal intensity on DWI than on T2 images in the first hours of presentation.
2,3 As in our case, these reports prove that DWI in the early hours of SCI is the best modality for the diagnosis. 
Questions
We emphasize the fact that acute aortic dissection should be considered in the differential diagnosis of acute paraplegia after excluding other more common causes. We postulate that in some cases where SCI was suspected but not documented, is due to the fact that DWI was not carried out. A DWI of the cord would provide additional information for the assessment of ischemic changes and also improve on both sensitivity and specificity of the diagnosis and we recommend that it should be an indispensable part of the MRI protocol.
